A 40-day-old baby presented with tachypnoea, failure to thrive without cyanosis. His pulse rate was 150/min and respiration rate was 66/min with a normal capillary filling time. The cardiac examination revealed a loud, continuous murmur at the left second/third intercostal places. Electrocardiogram showed sinus tachycardia and chest X-ray showed increased pulmonary blood flow with cardiomegaly. A two-dimensional transthoracic echocardiography showed dilated left atrium, left ventricle, and right ventricle (RV) with normal venous drainage. There was a small secundum atrial septal defect with intact ventricular septum. All four valves were normal and the ventricular contractility was also normal. The aortic cusps and the sinuses of Valsalva were normal. A suprasternal sagittal view revealed a holodiastolic flow reversal in both the ascending and descending aorta ( Figure 1A ; see Supplementary data online, Videos 1). A parasternal shortaxis view showed a mildly dilated right coronary artery (RCA) and normal left coronary artery (LCA) without any evidence of coronary arterio-venous fistulae or aortopulmonary window. It also revealed a bigger structure arising from aorta appearing as a third coronary artery. This structure arose close to the right coronary sinus running anterior to the RCA towards the RV and opening into the RV (Figure 1B -E; see Supplementary data online, Videos 2). A diagnosis of aorto-RV tunnel (ARVT) was made. Since coronary anomalies including the origin of LCA from the tunnel have been reported, it is mandatory to delineate the coronary anatomy before surgical correction. The prevalence of coronary anomalies in ARVT is not clear, as only few such cases have been reported. He underwent surgery successfully. This report highlights the echocardiographic findings of a large aorto-RV tunnel.
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